The age distribution among the various decades ofthe Mashhadi population being studied is presented in figure 1 . The age distribution of HTLV-I-infected subjects was significantly different from that of the healthy Mashhadi population (P < .01); in addition, the incidence of infection was distributed in a bimodal pattern, with a peak in the incidence of infection in young adulthood (20-30 years old) and a gradual rise reaching a second peak in the incidence of infection in the very elderly (80-90 years old).
The HTLV-I infection rate (18%) in the Mashhadi population in the present study is similar to that found in our previous studies [1, 2] . The most striking finding in the present study was the high rate of infection among the elderly population (>60 years old). This finding is an extension of the reported clustering of HTLV-I infection within a nursing home for Mashhadi elderly [1] . HTLV-I is known to be transmitted by sexual intercourse [5] , from mother to child in breast milk [6] , via blood transfusion [7] , and by sharing of needles by parenteral drug abusers [8] . These modes of transmission can account for the early peak of HTLV-I infection in the younger population. However, the increase in the incidence of HTLV-I infection in the elderly is poorly understood since trans-eID 1996;22 (May) mission by breast milk and sexual transmission are no longer risk factors for this population. Moreover, drug abuse and sexual promiscuity are rare in the Mashhadi population because these individuals are brought up in Orthodox Jewish households.
A possible explanation for the rise in the seroprevalence of HTLV-I infection is that individuals may be exposed to an agent of low virulence over their lifetimes, possibly by coming in contact with salivary secretions (HTLV-I has been detected in saliva) [9, 10] . The age-dependent increase in the incidence of HTLV-I infection may suggest that horizontal transmission is predominant in populations such as the Mashhadi and that transmission via salivary secretions may be a significant factor. Our results support the possibility that HTLV-I is a dormant infection and that detection of antibodies is delayed as the rate of infection increases with age. This increase can be explained by the fact that the elderly have increased susceptibility to infections because of changes in lifestyle and nutrition or because of a decrease in immunologic functions. These factors as well as poor oral hygiene (which is common among the elderly) may contribute to cross-infectivity of HTLV-I through the salivary route.
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Clostridium perfringens as a Cause of Infectious Endocarditis in a Patient with a Vascular Prosthesis
Infective endocarditis (IE) is the most common and threatening form of endovascular infection, and gram-positive cocci are the most common causative agents. IE due to anaerobic bacteria is uncommon, but its incidence has increased, probably because of improvements in laboratory diagnostic methods. In 1970, Feiner and Dowell [I] reviewed the medical literature on IE and reported that 1.3% of all cases were caused by anaerobic bacteria. In 1982 von Reyn et al. [2] found an incidence of7.7% among 123 patients studied. In 1982 Sapico and Sarma [3] reported seven cases of IE due to anaerobic and microaerophilic bacteria; they found an incidence of 10.6%. Kolander et al. [4] reported one case of clostridial IE and reviewed 16 cases; Clostridium perjringens was the most common species involved. We report a case of prosthetic valve IE due to C. perfringens.
A 31-year-old man with systemic arterial hypertension complained of progressive dyspnea due to myocardial dysfunction. In December 1994 he was admitted to the Heart Institute, Hospital das Clinicas (Sao Paulo, Brazil), with the echocardiographic diag-nosis of Stanford's type A chronic aortic dissection and severe aortic insufficiency. Preoperative clinical and laboratory evaluation demonstrated only signs of cardiac insufficiency without any evidence ofactive infection. He had not undergone any surgical procedure previously. Seven days after admission, a Dacron prosthesis was interpositioned at the ascending aorta, and the aortic valve was suspended. The surgery lasted 305 minutes, with 135 minutes of extracorporeal circulation. Antimicrobial prophylaxis with cefuroxime was administered for 48 hours before the operation.
On the first postoperative day, he became febrile. On the sixth postoperative day, a pericardial rub was detected, and therapy with diclofenac sodium (50 mg twice a day) was started. He became afebrile within 24 hours. All blood cultures were negative at this time. Twenty-one days later he complained of fever and left-side hemiplegia. By this time three blood samples were drawn and inoculated into vials (BACTEC Plus, Becton Dickinson, Sparks, MD) under aerobic and anaerobic conditions. A two-dimensional echocardiogram showed a large vegetation on the aortic wall at the junction with the Dacron prosthesis. A CT of the head revealed an ischemic right front temporal lesion.
After 24 hours of incubation, the BACTEC NR 660 System (Becton Dickinson) revealed that the blood cultures were positive. Direct examination of the vials showed gram-positive rods without spores. A sample of each vial was inoculated onto two blood agar plates and incubated under aerobic and anaerobic conditions. Growth occurred after 48 hours only in the anaerobic plates; colonies with double zones of hemolysis were present. Biochemical identification was performed by means of the VITEK ANI System (biolvlerieuxVitek, Hazelwood, MO). The organism was identified as C. perfringens(99% specificity), and additional tests, like those
